Abstract
the total of 31,800 populations, there are 2 hospitals, 10 health centers, 10 health posts, and 134 private health institutions.
This study was conducted at Feleg Hiwot Referral hospital, which is the referral hospital for the region, located in the capital city of the region. The Pediatric department is among the five inpatient departments in the hospital. The outpatient treatment center was established and has been giving the service since 2002.
Ethiopia adopted a set of guidelines from WHO SAM guideline protocol for inpatient management of severe malnutrition in children under 5 years of age. The guideline divides the management in three phases; the first phase (phase I), transition phase, and phase II. In phase I, admitted SAM children resuscitated, treated for infections, restored electrolyte balance, and prevented hypoglycemia and hypothermia on indication. F75 (130ml = 100kcal) milk therapeutic food was used during phase I treatment. Malnourished cases who responded on treatment by return of appetite, beginning of loss of edema, and no intravenous line or nasogastric tubes were transferred to transition phase to receive F100 (diluted F100, 130ml = 130kcal).
A sudden change to large amounts of diet (from F75 to F100) before physiological function restored can be dangerous and lead to electrolyte disequilibrium, so, to prevent this, F100 diluted is given at transition phase. The quantity of F100 diluted given is equal to the quantity of F75 given in Phase I but less than the quantity given at phase II. It is made of one large package of F100 diluted into 2 liters of water or one small package diluted into 500 ml of water.
Afterwards, cases were transferred to phase II after they gained good appetite and clear edema. In phase II treatment, F100 was used as much as the children could take and additional diet is recommended until they achieved weight for height > 85% and no edema for 10 consecutive days. In addition, Routine medicines of vitamin-A, folic acid, iron, antibiotics, antimalaria, measles, and deworming was used in the treatment of SAM children [2] .
Study design and period
A hospital based cross-sectional study using a retrospective record review was conducted from February 25 to March 15, 2016 . All 6 to 59 months of severely acute malnourished children who were admitted and treated at an inpatient therapeutic feeding units from September 2012 to January 2016 were included in the study.
Sample size and sampling procedure
We determined the minimum sample size using a single population proportion formula [ 
by assuming 95% confidence level (Z a/2 = 1.96), margin of error 5%, recovery rate of 85%, and a 10% addition for missing/incomplete data. The final sample size was 215 for the first objective. We used two population proportion formulas to determine a sample size for the second objective that is risk factor identification. Accordingly, a sample size of 374 was calculated, but, when the four years multi-chart was reviewed, 401 records were there and all were considered for analysis.
Data collection instruments and procedure
Pretested data abstraction sheet was adopted from Federal Ministry of Health SAM management guideline to address the study variables. We provided a two days training for six data collectors and two supervisors for two days. Investigators coordinated the overall activities of data collection. Collected data were sorted and checked for errors and completeness before analysis.
Variable definition
Recovery was considered when the admitted children with weight less than 70% achieved the target weight !85% of weight for height or weight for length at discharge. On top of that, edema for consecutive 10days should not be observed [2] . This target weight is calculated by using the NCHS/WHO normalized chart.
Recovery rate is calculated as a number of SAM children discharged after recovery divided by the total number of SAM children admitted at TFU [2] .
Kwashiorkor is severe under nutrition or malnutrition in children resulting from a diet excessively high in carbohydrates and low proteins.
Marasmus is an extreme under nutrition or malnutrition and emaciated that from inadequate intake of carbohydrate food or from mal-absorption or metabolic disorders.
Marasmic-kwashiorkor is the mixture of both kwashiorkor and marasmus. So, it is due to both carbohydrate and protein containing food deficiency [2] .
Data processing and analysis
Data were checked, coded and entered into Epi-Data version 3.1 and was exported to SPSS version 16 for analysis. The data were checked for missingness and fulfillment of assumptions was checked by using frequencies and cross tabulations.
Bivariable analyses were done and all covariate variables which had an association with the outcome variables at p-value of 0.25 were entered in to multivariable model. A two-sided P value 0.05 was considered to indicate statistical significance. The strength of association was expressed in odds ratio (OR). The assumption of the goodness of the model was checked by using Hosmer-Lemeshow goodness of fit test and backward logistic regression method was used to select significant variables.
Result

Socio-demographic characteristics
A total of 401 children with severe acute malnutrition were admitted to therapeutic feeding units from September 2012 to January 2016. Out of these reviewed records, 223 (55.6%) were males and 178 (44.4%) were females. Similarly, among the recovered 234 SAM children, 118 (50.4%) were males and 116(49.6%) were females. The mean age of these children was 23.9 (±14.8) months. (Table 1 )
Anthropometry and type of malnutrition
The descriptive baseline results showed that a recovered child had a mean weight of 8.4kg (±6.2Kg) and a mean MUAC of 11.3cm (±1.2cm) at discharge. Recovered edematous children had the longest mean length of stay which was 19days (±6.5 days) and the highest mean weight of 9.9kg (±2.5Kg). Mean length of stay for severely wasted children was 17days (±6days) and mean weight for severely wasted children was 7.6kg (±2.3Kg).
More than half (63.1%) of the children enrolled into the study had severe wasting and 36.9% had edema (kwashiorkor or marasmic kwashiorkor).
Recovery rate from SAM
Of 401 admitted children whose records was reviewed, 234 (58.4%) were recovered (95%CI: 53.1-64.1). From the total of 401 children admitted to therapeutic feeding units, 308 (78.4%) were recovered from phase I, whereas 285 (89.3%), and 233 (81.5%) were recovered at transition phase and phase II, respectively. (Table 2) Co-morbidity Ninety percent (90.5%) of under-five years SAM admitted children at the therapeutic feeding units had at least one form of co-morbidities. Likewise, the majority of wasted (92.9%) and edematous (86.5%) SAM children had co-morbidities at admission. The rest 7.1% of wasted and 13.5% of edematous children were admitted with only the diagnosis of severe malnutrition. Diarrhea (36.2%), pneumonia (39.2%), anemia (29.7%s), and gastrointestinal tract infections (29.4%) were the prevalent comorbidities. (Table 3 )
Management protocols
Management of admitted cases with severe acute malnutrition in the therapeutic feeding unit (TFU) was done in accordance with the national guidelines for treatment of SAM. This study result revealed that 90.5% and 47.6% of SAM admitted children were taken routine and special medications, respectively during their therapeutic feeding unit stay.
According to the Ethiopian SAM inpatient management protocol, 363 (90.5%) children did receive routine medications partially. However, 38 (9.5%) eligible children did not receive any type of routine medications. The most commonly administered routine medications were ampicillin and gentamycin (75.6%), vitamin-A (71%), and folic acid (95%). Children who presented with diarrhea were also received Zinc (28.8%) in addition to routine medications. On the other side, the commonly used therapeutic foods were F75 (98%), F100 dilute (78.6%), and F100 (68%). Almost all SAM admitted children had a similar frequency (6 times per day) of therapeutic food at each phase. (Table 4) Factors associated with recovery rate After adjusting for socio-demographic, economic, type of medication, and other co-morbidities; sex, vaccination for age, routine medication (vit-A), co-morbidities at admission, TB, HIV, edema, MUAC, and length of stay had significant association with nutritional recovery rate of SAM children.
Accordingly, those children who were fully (AOR: 4.12; 95%CI: 1.64-10.35) and partially (AOR: 7.16; 95%CI: 1.97-25.25) vaccinated for age had better recovery rate than those children who hadn't been vaccinated. Compared to male, females were 86% times more likely to recover (AOR: 1.86; 95%CI: 1.11-3.11).
Edematous children were less likely to be recovered than wasted children (AOR: 0.46; 95% CI: 0.22-0.95). Recovery rate was increased by 44% for every one-centimeter increase in MUAC (AOR: 1.44; 95%CI: 1.09-1.90). The overall length of stay for the entire cohorts of children with SAM was significantly associated with recovery rate; for a one day increase in stay in the therapeutic feeding units, the recovery rate would increase by 9% (AOR: 1.09;95% CI:1.05-1.12). At admission, children who were presented with co-morbidity were 84% times less likely to be recovered than children without co-morbidities at admission (AOR: 0.16; 95%CI: 0.05-0.51). Severely malnourished children co-morbid with HIV/AIDS (AOR: 0.12; 95%CI: 0.03-0.41) and tuberculosis (AOR = 0.13; 95%CI: 0.04-0.35) were less likely to be recovered. Lastly, children who did take vitamin-A as routine medication were 2.8 times more likely to be recovered as compared to those who did not take vitamin-A (AOR = 2.84;95%CI:1.41-5.72). (Table 5 )
Discussion
Though, numerous advances were made to improve child survival, severe acute malnutrition is a global problem especially in developing countries like Ethiopia [1, 3] . The present study assessed a record of 401 in patients of age 6 to 59 months children who were managed according to the severe acute malnutrition national treatment guideline [2] .
This study revealed that the recovery rate was 58.4%, which was lower than the international standard in which the minimum recovery rate is greater than 75% [11] . This finding is also lower than the study conducted in Woldia hospital, north Ethiopia which showed 85% recovery rate [12] ; Southern Ethiopian which showed 82.4% recovery rate [13] ; and Jimma University Specialized hospital (JUSH), which showed 77.8% recovery rate [9] . However, this study is greater than a studies from south Asian countries; a 51.7% recovery rate in India [14] ; and a 50% recovery rate in Pakistan [15] . This indicates that a recovery rate from severe acute malnutrition in these children is low, which could be considered as a major challenge for the program in the future.
The possible reasons for low recovery rate in this study as compared to other studies could be attributed to unacceptable higher defaulter rate in the current study compared to the previous studies. On top of that, fail to comply with the national SAM management standard protocol, like most routine medications administration, might be other possible reason. Lastly, since the study setup was at the referral hospital, patient overload and high burden of comorbidities like chronic diseases (CHF, TB) might also account for the low recovery rate in the current study.
Similar to a retrospective cohort study reported from southern Ethiopia [13] , socio-demographic characteristics like age, residence, and breastfeeding were not statistically associated with recovery rate. However, child vaccination status and female sex have showed statistically significant association with recovery rate. In this study finding, being female had 1.8 times higher probability of getting recovered as compared to being male which is inconsistent with the finding published in Bangladesh [16] . The possible reason for the inconsistency might be due to the difference in inpatient management guideline at entry or discharge that has been used in the two countries.
The probability of recovery was reduced by 84% in children who had co-morbidities at admission. In agreement with this finding, a study from Jimma university specialized hospital reported less recovery and a higher probability of death in children with co-morbidity [9] . The possible reason might be a child with co-morbidities needs a longer hospital stay, increased nutrient loss, and more nutrient requirement with decreased nutrient absorption and utilization as compared to malnourished children in the absence of co-morbidity.
In agreement with this finding, Collins et al. reported that SAM children presented with HIV/AIDS and TB at admission were less likely to be recovered as compared to SAM children without HIV/AIDS and TB [17] . Similarly, children with HIV/AIDS in this study were less likely to recover than those who were not, in contrast to a study conducted in Woldia hospital, North Ethiopia [12] and Zambia [18, 19] . According to the finding of this study, SAM children who had edema were less likely to be recovered as compared to severely wasted children without edema, which is in line with the finding from India [14] and northern Ethiopia [12] . However, it is not consistent with studies reported from Southern Ethiopia [13] , Bangladesh [16] , and Zambia [19] that reported edematous children had better recovery rate as compared to severely wasted children. The possible reason might be the fact that edematous children were prone to develop a metabolic complication and fluid overload with chronic diseases like chronic heart failure. The other possible reason might be, children with edema are more ill; therefore their condition is more severe and would take longer time to recover.
Likewise, the overall mean length of stay in the TFU that was 15.4 days was consistent with the minimum international standard set for management of SAM (less than 28 days) [11] and with other studies [16, 20] . However, the overall length of stay in the current TFU was lower than the other studies mean length of stay [9, 12, 13, 18, 19] . Higher recovery rate and lower defaulter rate achieved in these studies might be attributed to their longer stay in hospital.
The current study finding revealed that the nutritional recovery rate of children with SAM was significantly increased as the length of stay or MUAC of the children increased. For every additional one day stay in the therapeutic feeding units, the nutritional recovery rate was increased by 9% which is in line with studies from Southern Ethiopia [13] . The possible reason might be the more the child stay at therapeutic feeding units the less to default and have more chance to complete nutritional therapy and more likely to have a better outcome.
Similarly, for every one centimeter increase in MUAC of the children, the nutritional recovery rate was increased by 44%. This study finding is consistent with other similar studies [13, 21, 22] . This might be due to the fact that early detection and admission with less severe wasting would increase the probability of better treatment outcome. Similarly, severely malnourished children who have received routine medication like vitamin-A at admission or discharge or both at admission and discharge were 2.8 times more likely to recover as compared to children who did not receive vitamin-A. As a limitation, since the study fully relied on children's secondary data, it is impossible to include essential covariates that could more explain the association.
Conclusion and recommendation
This retrospective multi-chart record review revealed that recovery rate is remaining low as compared to a standard sets in humanitarian and disaster prevention (or the SPHERE standards) and most studies that were done in Ethiopia.
According to this study, being female, vaccinated for age, having better MUAC measurement, longer length of stay, and taking vitamin-A routine supplement had increased the odds of recovery. However, having edema and co-morbidities at admission, TB, and HIV infection decreased the odds of recovery of SAM children admitted at inpatient therapeutic feeding units. Intervention modalities that would address the identified factor are highly recommended for better recovery rate achievements.
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